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Background * Non-fatal clinical outcomes after cancer

o The most common non-fatal clinical outcome after cancer: AIDS after NHL and KS
(51%, 61%), diabetes after lung and prostate cancers (47%, 35%), another
primary cancer after anal cancer (36%)

o Non-fatal CCO incidence was highest after lung cancer (IR/1000 person-years
117.1 [94.3-143.8]) and lowest after KS (43.9 [37.5-51.3], (Figure 1)

o Predictors of non-fatal CCO after cancer shown in Figure 2

o A higher CD4 count (time-updated) was associated with a reduced non-fatal CCO
incidence after NHL, KS and anal cancer. However, when AIDS-related events
were excluded the CD4 association only remained after KS

 Whilst cancer is the leading cause of death among people with HIV in high- and
middle- income countries, there is limited data on outcomes after cancer in people
with HIV

 This study therefore investigates mortality and clinical outcomes after the most
common cancers in people with HIV

Methods

* Participants from the large RESPOND and D:A:D cohort studies, with the five most
commonly occurring cancers (Kaposi’s sarcoma (KS), Non-Hodgkin lymphoma
(NHL), lung, anal and prostate cancers), were included in the analysis

+ Participants were followed from the date of cancer diagnosis (after 2006 D:A:D;/ Figure 1: Crude Incidence Rate of clinical outcomes after cancer diagnosis
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° Mortality after cancer: Not presented: non-fatal CCO after lung and prostate cancers (no significant predictors were found). *included

i oy ' _ prior cancer, AIDS, chronic kidney disease, CVD, hypertension, diabetes, dyslipidemia. All models adjusted a
o Mortality incidence was highest after lung cancer (|R/1000 person-years 445.4 priori for: age, gender/sex, ART status, BMI (all fixed at baseline), calendar year, smoking status (all time-

[95% CI 399.7, 494.9]) and lowest after KS (21.3 [16.9, 26.6]), compared to other updated). Other risk factors included in the model based on their p-value in univariable model (< 0.1 for
: inclusion): CD4 count (time-updated); HIV transmission risk, cancer stage, N of comorbidities (all fixed at

cancers (Figure 1) baseline)

o Disseminated cancer stage (vs localised) was associated with increased mortality Limitations
after lung (adjusted IR ratio (alRR) 4.69 [95% Cl 3.27, 6.72]) and anal (2.05 [1.24,
3.40]) cancer

o Calendar year was associated with 7-10% decreased mortality risk per later year
after NHL and anal cancer (alRR 0.90 [0.86, 0.94], 0.93 [0.89, 0.98] respectively)

o Older age (/10 years) was associated with 24-45% higher mortality in those with

NHL or anal cancer (1.24 [1.03, 1.48], 1.45 [1.13, 1.85] respectively)

o Persons with injecting drug use (IDU) as mode of HIV acquisition had 3 times
nigher risk of death after anal cancer vs men who have sex with men (MSM; alRR ¢ Participants with lung cancer had the highest mortality incidence, likely partly
3.06 [1.78, 5.26]). However, this was based on low numbers (20 persons with IDU, due to late cancer diagnosis, and of non-fatal CCO, compared to other cancers

61 MSM)  Mortality incidence declined over time after NHL, anal and lung cancer
o A higher CD4 count (time-updated) was associated with reduced mortality after ¢ Whilst some risk factors for mortality and non-fatal CCO were similar across
NHL, anal and lung cancers (alRR 0.60 [95% CI| 0.53, 0.68], 0.83 [0.73, 0.94], 0.85 cancer type (e.g., lower CD4), others differed (e.g., low BMI and multimorbidity

[0.80, 0.90] respectively) for non-fatal CCO after KS and NHL) and require careful monitoring
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e Limited data on cancer stage for KS and NHL and on histological cancer subtypes

e Lack of data on cancer screening and treatment

e Limited follow-up time after some cancers and relatively few non-fatal CCO events

* High mortality rates, especially for lung cancer, may lead to an underestimation of
the incidence of non-fatal CCO

Conclusions
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